appearances, showing condensation of the bony fragment. At operation, the bony fragment was quite definitely attached to the internal lateral ligament of the knee, but was clearly separate from the internal condyle of the femur, and from the tendon of the adductor magnus. The histological appearance of the fragment was that of true bone, containing haemopoietic marrow, and not simply of a calcified matrix. Although skiagrams taken recently show that re-formation of bone has taken place the patient's symptoms are now completely relieved. I am indebted to Mr. S. L. Higgs for permitting me to treat this case. POSTSCRIPT (November 15, 1937): The movement of flexion in the knee is now almost full.
In May 1933 I reported to this Society two cases of tuberculosis confined to the patella.' In both cases an operation was performed removing part of the outer hard bone, and in one case scooping out the soft area. In the other case the soft area contained caseous matter and necrosis. Both cases made good recovery, with regeneration of the bone structure of the patella and with good movements of the knee. The case shown to-day (see Plate III) is similar, in a boy first seen in 1935, with a history of swelling of the knee extending over about two years. On admission the knee was markedly swollen and clinically tuberculous. Skiagrams showed several spots of rarefaction in the patella, with no involvement of the other bones. The softened areas were scraped out; no tubercle bacilli were found. The immediate result was relief of pain and swelling. When the patient was allowed to walk the swelling reappeared, although the structure of the patella was well restored. In 1937 there was a cavity in the patella which seemed to contain some caseous or calcareous matter, and the patella was removed in February of that year. As the patella was being removed, the anterior surface gave way and a small quantity of very thick caseous matter exuded. After a few weeks movements of the knee in bed were begun, and the boy has now been walking freely for three months. He can extend his knee almost fully and can flex to 30°(8ee Plate III).
Plastic Operation for Congenital Absence of Thumb.-C. LAMBRINUDI, F.R.C.S. E. K. E. This patient consulted me in January 1937 and asked if his hand could be made more useful. There was congenital absence of the radius and the thumb, but the carpus had been successfully arthrodesed with the ulna eighteen months previously. His chief complaint was inability to grasp things, owing to stiffness of the fingers and absence of the thumb.
Condition on examination (figs. 1 and 2).-The whole of the inner segment of the hand, including the 5th finger, was quite normal and powerful. The other three fingers were atrophied and there was very little movement in the metacarpal or phalangeal joints. This appeared to be due to stiffness of the capsule and contracture of the flexor and extensor muscles of the fingers. The interosseous muscles of the index finger were, however, particularly well developed. The patient was extremely sensitive about the appearance of the hand, always kept it in his pocket, and used it as little as possible. I suggested to him the possibility of converting the index finger into a thumb and told him to overcome his sensitiveness, to use his hand as much as possible, and to report four months later. When I saw him in June he was able to use the 182 Proceedings of the Royal Society of Medicine 12 atrophied fingers a little better, and I was again struck by the exceptional development of the intrinsic muscles of the index finger; I therefore decided to operate.
Operation (23.6.37).-An incision was made along the dorsum of the first cleft, forking at the level of the metacarpophalangeal joint. From there the two incisions were carried on to the palmar aspect, for about an inch. A flap was dissected up, and so to speak, unfolded at the free margin of the web, thus converting the whole web into a long flap. The interosseus ligament was then divided and the 2nd and 3rd metacarpal bones separated. The head of the 22nd metacarpal bone was drilled and a Brock's pin inserted. An oblique osteotomy of the metacarpal was then made and the distal fragment carrying the phalanges was rotated through an angle of almost 80°. The wound was sewn up and two raw areas were covered by a Thiersch fig. 3 ) and can grasp both large and small objects (figs. 4, 5 and 6). He asserts that his hand is more useful. But one unfortunate thing has happened-the extensor tendon controlling the new thumb has ruptured. At the operation I noticed that when rotating the distal fragment the extensor tendon was very much stretched and riding over the sharp margin of the divided bone. I am shortl-y going to repair this tendon. 
